Two patients who presented with compensatory head postures and diplopia are described. They both had marked unilateral superior oblique overaction, in one patient due to a large, incomitant skew deviation. Each underwent a superior oblique tendon lengthening procedure using a segment of silicone 240 retinal band as an expander, in combination with a contralateral superior rectus recession. Both achieved an excellent result with an improvement of the compensatory head posture and an increase in the field ofbinocular single vision. This surgical procedure is proposed as an option in the management of superior oblique overaction, including certain cases of skew deviation. (BrJ Ophthalmol 1994; 78: 280-284) 
with Hess chart (Fig 1) and preoperative photographs (Fig 2) . The field of binocular single vision was assessed quantitatively as described by Woodruff et al'2 and was found to score 4/124 -that is, 3-2%. The deviation remained stable for 6 months.
A left superior oblique tendon lengthening procedure was performed, with 7 mm of silicone 240 retinal band inserted into the nasal portion of the tendon as described by Wright,9 together with a right superior rectus recession of 4 mm.
Postoperatively the patient had no CHP and no diplopia in the primary position ( due to haemorrhage within the muscle and a skew deviation following a CVA. This patient underwent a right superior oblique tendon lengthening procedure using 7 mm of silicone 240 band, together with a left superior rectus recession of 4 mm.
Postoperatively she was orthotropic in all positions of gaze with minimal CHP. Table 4 shows the measurements ofocular deviation with postoperative Hess chart in Figure 7 and photographs in Figure 8 . The field of binocular single vision had improved to 100% (score= 124/124). This result has remained stable for 6 months since surgery.
Discussion
We believe that patient 1 misleading"5 and does not exclude, although does point against, an inferior rectus palsy. We feel, however, that it is most likely that this patient also had a skew deviation although the diagnosis is less clear cut than in patient 1. Classic skew deviation presents as a concomitant vertical deviation but incomitant skew deviations are well described. Hamed et al '6 report seven patients with alternating skew on lateral gaze that simulated bilateral superior oblique overactions. Lawton-Smith et all' described skew deviations that were incomitant and mimicked inferior rectus paresis, superior rectus paresis, inferior oblique paresis, or superior oblique overaction. They also describe the presence of skew deviation in patients showing a marked difference in the size of their vertical deviation from left to right gaze. Our two patients showed similarities to these groups. The possibility of a skew deviation should be considered in patients with a neurological history demonstrating a vertical deviation not consistent with a single muscle paresis.
The presenting symptom for both our 
